We report a case of difficult intubation following bilateral subtemporal decompression in a patient who was previously easy to intubate. We are unable to find any previous reports of this complication of subtemporal decompression.
CASE REPORT
A fourteen-year-old girl with the diagnosis of benign intracranial hypertension had undergone a total of thirty neurosurgical procedures under general anaesthesia over a three-and-a-half year period. These included insertion of lumbar catheters, insertion of ventriculo-peritoneal shunts, numerous shunt revisions, a posterior fossa craniotomy for decompression of a Chiari malformation and bilateral subtemporal decompression.
For the first 27 procedures up to, and including, the subtemporal decompression, she had required intubation on 18 occasions. No difficulties with laryngoscopy or intubation were encountered on any of these occasions. On three occasions, specific reference to intubation was made by the anaesthetist with "easy intubation", "grade 2 laryngoscopy" and "grade 1 laryngoscopy" being recorded respectively. On the nine other occasions, she underwent general anaesthesia with spontaneous ventilation and a face mask without any difficulties.
Fourteen days following the subtemporal decompression she underwent another general anaesthetic for ventriculo-peritoneal shunt revision. Because this patient had had many uneventful anaesthetics previously and was well-known to the anaesthetic department, at the preoperative assessment, mouth-opening was not formally assessed. Anaesthesia was induced with sodium thiopentone, and a nondepolarizing ·M.B.B.S., Anaesthetic Registrar. tF.A.N.Z.C.A., Senior Staff Anaesthetist. neuromuscular blocking agent was administered after test ventilation. There was no difficulty maintaining the airway nor with mask ventilation. However, on this occasion the anaesthetist noted considerable difficulty with laryngoscopy, with the posterior aspect of the larynx being visible only with firm laryngeal pressure (Lehane 11)1. The problem was related to limited mouthopening. Nevertheless, intubation was accomplished without resource to other aids.
Following surgery, upon further questioning, the patient admitted to having difficulty with eating, while measurement of her mouth-opening revealed a maximum distance of 5 mm between the front incisor teeth. At a subsequent anaesthetic with forced opening, the distance was measured at 1 cm. The lower jaw was also underslung, with a recession of 1 cm.
On two subsequent occasions, this difficulty with intubation has been confirmed. On the last occasion, the posterior aspect of the epiglottis only was visible (Lehane IV). In this case intubation was successfully achieved by the use of an introducer and blind passage of the endotracheal tube.
DISCUSSION
The operation of subtemporal decompression is performed to treat benign intracranial hypertension and/or slit ventricle syndrome. It involves dissection through the temporalis muscle to expose the temporal bone. A portion of the temporal bone is then excised to allow the brain to decompress through the craniotomy.
The temporalis muscle arises from the temporal fossa, forming a fan-shaped muscle that turns downwards over the roof of the zygomatic arch and converges towards the coronoid process of the mandible. The most anterior fibres are vertical and the most posterior, horizontal. (Figure 1) . The anterior and upper fibres of the temporalis elevate the mandible (close the jaws), whilst the posterior fibres act to retract the mandible. They are the only fibres to do so; no other muscle retracts the condyle. We are postulating that our difficulty with intubation arose as a result of fibrosis within the temporalis muscle, consequent to surgery. This fibrosis may have resulted in limitation of mouth-opening, along with retraction of the mandible. As a result, there was not only difficulty with insertion of the laryngoscope blade into the mouth, but the fixed, underslung jaw made visualisation of the larynx difficult.
A literature search failed to reveal this complication following subtemporal decompression. EI-Labban et aF investigated eight cases of restricted mouth-opening by performing muscle biopsies. They were able to demonstrate degenerative changes in the temporalis and masseter muscles, accounting for the functional changes; however none of these cases was consequent upon surgery.
The prognosis for our patient remains guarded. She is receiving physiotherapy in an attempt to increase her mouth-opening. Given her background, she is likely to present for further surgery.
